
JOHN J. HOFFMAN
ACTING ATTORNEY GENERAL OF NEW JERSEY
Division of Law
124 Halsey Street
P.O. Box 45029
Newark, New Jersey 07102
Attorney for the Board of Respiratory Care

By: Virginia Class-Matthews
Deputy Attorney General
Telephone (973) 648-3696

FILED
STATE BOARD OF RESPIRATORY CARE

DORCAS K. O'NEAL
EXECUTIVE DIRECTOR,-,,

STATE OF NEW JERSEY
DEPARTMENT OF LAW & PUBLIC SAFETY
DIVISION OF CONSUMER AFFAIRS
Board of Respiratory Care

IN THE MATTER OF

DEBORAH COTTER, R.T.
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This matter was opened to the New Jersey State Board of

Respiratory Care upon receipt of information that Stephen Eltringham,

R.T. was terminated from his position of Respiratory Therapist at

Saint Claire's Healthcare System (SCHS) in Denville, New Jersey for

failing to monitor a ventilator for patient K.M. who was in distress

and later expired. It was reported that K.M. showed signs and symptoms

of a decreasing oxygen saturation ("S02") in the 609.-70%1' range (normal

95-1000) and an incorrect FI02 of 400. The physician ordered the

FI02 setting on the patient's ventilator at 1000. It is believed

that the ventilator was turned off prior to finding the error and



when it was turned back on the ventilator reverted back to a default

setting of 40%.

Through its investigation the Board learned that Deborah Cotter,

R.T. ("Respondent") was assigned to patient K.M. on October 2, 2013

starting at 7:00 P.M. until 7:00 A.M, on October 3, 2013. It was

Respondent's responsibility to monitor the settings and ensure that

the settings were as ordered by the physician. During her i hour

shift she should have known that the settings were at 40a instead

of 100%.

Respondent appeared before the Board on February 3, 2015 and

explained that she was assigned to K.M. on October 3, 2013 at

approximately 2:00 A.M. She advised that she intubated and put K. M.

on the ventilator early in the A.M. The alarm flashed "screen time

or knob time has run out" which she had never seen before. She reviewed

the manual which indicated that this was a low priority alarm and

did not compromise the patient's safety. The alarm continued so at

about 6:00 A.M. she had a co-worker bag the patient while she shut

down the ventilator then restarted it to clear the alarm. K.M had

to be transported for a CAT Scan upon restarting the ventilator.

K.M. was placed back on the ventilator upon returning to the unit

at about 6:50 A.M. When she placed K.M. back on the ventilator,

the settings had defaulted to the factory settings and she was unaware

that it had defaulted to those settings. It was not until a day

and a half later that she was told that the patient had been on default

settings and not on the ordered settings.
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